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Asthma is a common disease characterized by
inflammation of the airways and reversible ob-
struction to airflow. The annual economic bur-
den of asthma is estimated to be 18 billion dol-
lars based on the 2002 Morbidity and Mortality
Weekly Report of CDC. While the disease has
significant impact on the health care system and
patients' quality of life, there are also effective
interventions to improve its treatment outcome
and decrease the need for acute care. The Na-
tional Asthma Education and Prevention Project
(NAEPP) has established the guidelines to em-
phasize the importance of proper pharmacologi-
cal interventions' (see Table 1). One of the key
points in the guideline is the adequate utilization
of inhaled corticosteroids. It is clear in current
studies that inhaled corticosteroids in adequate
amounts prevent asthma symptoms and improve
overal lung function. The guideline also sug-
gests minimizing regular use of short-acting in-
haled beta agonists. For example, using a short-
acting beta agonist every day, or approximately
one canister a month even if not used every day,
indicates inadequate control of asthma and the
need to initiate or intensify long-term control

therapy.
Current Practice Pattern

Although present guidelines represent standards
of care to achieve optimal outcomes, in redlity,
theses guidelines are not always followed.
Based on the analysis by Piecoro for Kentucky
Medicaid, less than 10% of the patients who
received daily inhaled short-acting beta agonists

cipients with moderate to severe asthma, only
25% received inhaled corticosteroids®. Even in
the Nurses' Health study, only 32% to 57% of
the retired nurses adhered to the asthma guide-
line>. Non-adherence to the guideline is a com-
mon practice pattern among asthma care provid-
ers and patients, especialy the tendency of over
utilization of short-acting beta agonists and un-
der utilization of inhaled corticosteroids.

Problems and Solutions with Over
Utilization Of Short-Acting Beta Agonists
and Under Utilization Of Inhaled
Corticosteroids

There are several reasons causing these practice
patterns. Some health care providers may hesi-
tate to prescribe inhaled corticosteroids because
of concerns about the safety of inhaled corticos-
teroids especialy in young children or the eld-
erly. Many health care providers may be confi-
dent with prescribing inhaled corticosteroids but
never detect the pattern of over utilization of
short-acting beta agonists in some patients who
need medication modification because of multi-
ple prescribers or poly-pharmacy. On the pa
tient’ s side, many patients have developed a be-
lief that inhaled corticosteroids are not needed
during asymptomatic periods, because they can
feel the benefit of short-acting beta agonists but
not inhaled corticosteroids. In addition, many
patients simply do not have the appropriate tech-
nigue to use different types of inhalation de-
vices, which results in insufficient delivery of
medication.
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Many st_udleﬁ have _been co_nducted to ac_ldress the safety con- For patients who receive hedlth care from  Conclusion:
cern of inhaled corticosteroids. Current literature supports that - . :
nhaled corticosteroids do not have the clinically i tant ad multiple physicians and pharmacies, the Drug
n corticosterolas do not have the clinically important ad- Utilization Review program can help the pre-  Although abundant medical evidence has dem-
verse effects on bone mineral density, cortisol production and scirbers to redlize the pattern of oves utiliza S
glucose metabolism caused by equivalently effective doses of ' : P - onstrated that proper pharmacological interven-
SR , : tion of short-acting beta agonists. By analyz-  tions improve long-term outcome of asthma,
oral glucocorticoids like prednisone. They are relatively safe ina pharmacy daim database. we can screen 2 = . .
within recommended doses. ing p acy , We Can there are obstacles in implementing these inter-
patients with high number of prescriptions for  ventions. However, by understanding the safety
short-acting beta agonists and inform health  profile of pharmacological treatments, improv-
Table 1: Stepwise Approach for Long-Term Asthma Phar macother apy* care providers about their utilization pattern.  ing patient education, and proper utilization of
The ultimate goal is to encourage reevaluation  the DUR programs, optimal outcomes in asthma
Severity Class M edications Required To Maintain L ong-Term Control of the patient’s current asthma medications  management can be achieved.
and establish an appropriate asthma treatment
Step 4 Severe Persistent  Preferred Treatment: regimen.
High dose inhaled corticosteroid AND long-acting beta,-agonist
AND, if needed,
Systemic corticosteroid long-term Refer ences:
Step 3 Moderate Persis- Preferred Treatment: 1. Natj onal Asthma Education and Prevention Program : Expert Pqnel Report: Guidelines for phg Diag-
tent L ow-to-medium dose inhaled corticosteroid and long-acting beta,-agonist nosis and Management of Asthma (Update on Selected Topics 2002) http://www.nhlbi.nih.gov/
OR medium dose inhaled corticosteroids (may add long-acting beta agonists guidelines/asthma/asthmafullrpt.pdf. Access January 2005
for patients with recurring severe exacerbations) 2. Piecoro LT, Potoski M, Tabert JC. et al. Asthma prevalence, cost, and adherence with expert
T e s et guidelines on the utilization of health care services and costs in a stat Medicaid population. Health
L ow-to-medium dose inhaled corticosteroid and either leukotriene modifier or Services Research 2001;36(2):357-71 . .
theophylline 3. Zuckerman HH, Stuart B, Magder LS. et a. Adherence of asthma treatment guidelines among chil-
. : - dren in the Maryland Medicaid program. Curr Ther res Clin Exp 2000;61:912-24
Siep 2 Mild Persistent Preferied Treatment. : : 4. Hartert TV, Togias A, Méellen BG. et a. Underutilization of controller and rescuer medications
Low doseinhaled corticosteroid among older adults with asthma requiring hospital care. J Am Geriatr Soc 2000;48(6):651-57.
Alternative Treatment: 5. Bar RG, Some_rs SC, Speizer FE. et a. Patient factors and medication guideline adherence among
Cromolyn, leukotriene modifier, nedocromil, OR sustained- release theophyl- older women with asthma. Arch Intern Med 2002;162:1761-68.
line
(A course of systemic corticosteroids is recommended for severe exacerba- ; : ;
tons Kansas M edical Assistance Program Preferred Drug List

Ouick Relie (for al patients® Satus of Inhaled Corticosteroids

¢ Short-acting bronchodilator: 2—4 puffs short-acting inhaled betaagonists as needed for symptoms.
¢ Intensity of treatment will depend on severity of exacerbation; up to 3 treatments at 20-minute inter-
vals or asingle nebulizer treatment as needed. Course of systemic corticosteroids may be needed.

DRUGS for ASTHMA - Inhaled Corticosteroids

e Use of short-acting betee-agonists >2 times a week in intermittent asthma (daily, or increasing use in Preferred This includes all generic equivalents Non-preferred This includes all generic equivalents
persistent asthma) may indicate the need to initiate (increase) long-term-control therapy. Drug Covered Prior Authorization Required
Flunisolide AeroBid® Flunisolide/Menthol AeroBid M®
He® ®
To address patients concern with asthma  Improper technique with inhalation devices also B(_aclomethasone Vanceri B(_aclomethasone QVAR
S A . : . Dipropionate Dipropionate

medication, education is critical. It is impor-  contributes to unsatisfactory outcomes. Many Fluticasone Elovent® Triamcinolone AZmacort®
tant for patients to understand that asthmaisa  new inhalation delivery systems that appeared on Propionate Elovent HEA® Acetonide

chronic disease, like hypertension or diabetes,  the market in recent years (especially with in-

which requires maintenance treatment to pre-  haled corticosteroids) may require different tech-

vent symptom flares. Limiting therapy to only ~ niques. Again, patient education is critical. Pro-

symptomatic control of acute exacerbations  viding instruction of inhaler technique by health

may worsen the disease progression. care providers is imperative to insure that pa
tients receive an adequate amount of the medica-
tion.
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